IMPORTANCE New US health care payment models have increasingly incentivized health care systems to promote health and reduce health care spending at the population level, with Medicare beneficiaries representing one of the largest populations affected by new payment models.
Introduction
New US health care payment models have increasingly incentivized health care systems to promote health and reduce health care spending at the population level. Health systems are therefore assuming increasing levels of financial risk and reward for populations, thereby stimulating interest in nonmedical, health-related factors that affect outcomes and spending. Medicare beneficiaries represent one of the largest populations affected by new payment models. In 2017, benefit payments for nearly 60 million Medicare beneficiaries totaled $591 billion, accounting for 15% of the federal budget that totaled $4 trillion. 1 To manage risk associated with caring for this population, most programs focus on identifying and intervening with high-risk groups. [2] [3] [4] [5] [6] [7] A complementary strategy, however, could be targeting areas that might more broadly affect population health and spending.
With prior studies demonstrating an association between well-being and health care use, [8] [9] [10] [11] the overall well-being of a population may be associated with health care spending and may warrant attention in the efforts to promote the overall health of a population and constrain health care
spending. Well-being is a positive state of being beyond the absence of disease, measured by not only physical health but also other dimensions, such as emotional, social, and economic health. 12, 13 Well-being may be modifiable by a broad range of interventions across different sectors. The overall well-being of a population (hereafter referred to as population well-being) reflects the average well-being of individuals within a population 14 and, as such, can convey information about the population different from what can be gleaned from individual-level data alone. It is plausible that the well-being of a population is associated with the health care spending within that population through a myriad of mechanisms, such as those related to economic factors, the social environment, and the health-related behaviors of the population.
To assess whether well-being and health care spending are correlated across counties, we used county-level well-being data from the Gallup-Sharecare Well-Being Index (WBI), previously known as the Gallup-Healthways WBI prior to rebranding following Sharecare's 2016 acquisition of Healthways (Gallup-Sharecare, 2010), and annual Medicare fee-for-service (FFS) spending per beneficiary (Dartmouth Atlas, 2010). We focused on spending for the Medicare FFS population in part because it may be less sensitive to individual resources, more uniform nationally, and driven more by use than price variation in comparison with spending within Medicare Advantage (MA) or private insurance plans. 15 We hypothesized that expenditures per Medicare FFS beneficiary would be lower among beneficiaries in counties with a higher overall well-being, even after accounting for other area-level factors that might be associated with health care spending.
Methods Overview
We examined the cross-sectional association between population well-being and Medicare spending at the county level. 16 We linked survey measures of well-being to mean spending per Medicare FFS beneficiary and county characteristics data for all counties in the United States. We used weighted regression models to assess independent associations of spending with population well-being after accounting for county characteristics, including rates of chronic conditions, urban setting, median household income, and health care system capacity. We also examined the association between wellbeing and spending in counties stratified by urbanicity, household income, and health care system capacity. Finally, we used weighted regression models to assess independent associations of spending with each domain of well-being. The Yale University institutional review board approved this study and waived the need for obtaining informed participant consent. We followed the We performed several secondary analyses. We tested for interactions with WBI and urbanicity, household income, and health care system capacity; to aid interpretation of the interaction term, we entered WBI as a continuous variable rather than as a set of quintile indicators. For significant interactions, we replicated the main model within each strata of household income (tertiles) and health care system capacity (above or below national mean). Finally, we replicated the models using each of the domains, categorized into quintiles rather than overall WBI as the independent variables, to better understand how different dimensions of well-being contribute to the association of overall well-being and spending. All analyses were performed from October 13, 2016, to October 31, 2017, using Stata, version 15.0 (StataCorp). A 2-sided P < .05 was considered statistically significant.
Health Care Spending

Results
Descriptive Results
We used data from 2998 counties with survey responses from the Gallup-Sharecare WBI database.
The mean (SD) number of participants per county was 755 (1220) (range, 4-7317). The county-level mean values of the demographic characteristics of participants are reported in 
Adjusted Results
All models found a significant inverse association between county-level WBI and annual Medicare FFS spending per beneficiary ( Table 2 Medicare spending per beneficiary than the lowest well-being counties (P < .001) (Figure) . In
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Association of a Population's Well-being With Health Care Spending for People 65 Years or Older sensitivity analyses, excluding counties with less than 100 respondents did not substantially change the results. performed 2 stratified analyses using fully adjusted models. All stratified analyses revealed differences in the association between population well-being and Medicare spending across the examined strata, but the inverse association was maintained in all 4 strata and models (P < .001 for all) ( Table 3 
Interactions and Stratified Results
Domain Results
Fully adjusted models assessing independent associations between quintiles of each well-being domain and health care spending are reported in 
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occurred with the healthy behaviors, emotional health, and physical health indices.
Discussion
We found that higher county well-being was associated with lower health care spending per Medicare FFS beneficiary. This association between population well-being and spending was independent of factors that could confound the association, such as urbanicity, median household income, and health care system capacity. Within strata of household income and health care system capacity, the inverse association between well-being and Medicare dollars spent remained consistent but was considerably stronger in counties with higher household income and greater health care system capacity. In addition, well-being domain analyses revealed that all domain scores exhibited an inverse association with spending, with the basic access index score demonstrating the strongest association, followed by the scores for the emotional health, healthy behaviors, and physical health indices.
Our study used a rigorously developed, multidimensional, survey-based assessment of wellbeing from a national sample to extend the literature by examining how health care spending of a particular subpopulation is associated with the overall adult well-being within the population as a whole. Prior literature has mostly examined the association between health care use, the leading driver of spending in the Medicare population, and well-being and has largely done so at the individual level. [8] [9] [10] [11] 15 A few studies have found that individual well-being is inversely associated with individual health care use and costs in privately insured populations, 8, 10, 11 whereas an additional study found that well-being in individuals older than 64 years is associated with lower levels of disease prevalence and use in the Medicare FFS population. 9 The present study adds to the existing literature by examining population-level associations between well-being and health care spending.
This population-level analysis of the association between mean well-being of residents and countylevel spending on Medicare FFS beneficiaries allows for an assessment of associations at the group level that may be different from associations at the individual level. Studying this association at the county level allows us to assess ecological and community-level contributions. With our county-level assessment, we also could account for potential confounding across key population and contextual characteristics, such as urbanicity, median household income, and local health care system capacity.
In addition, the county is a relevant geographic unit because policies and programs are often enacted at the county level.
There are several explanations for why higher mean adult well-being within a county may be associated with lower health care spending for its Medicare FFS subpopulation. It may be that behaviors and emotional states spread from person to person in a population, [24] [25] [26] such that living among people with higher well-being can confer health-related benefits that lead to lower health care spending. At the individual level, higher well-being is associated with healthier behaviors, such as not smoking, exercising regularly, and achieving better sleep, [27] [28] [29] and healthier physiological attributes, such as greater heart rate variability, lower blood pressure levels, lower levels of inflammatory factors, and lower cortisol levels. [30] [31] [32] [33] [34] [35] At the population level, higher mean well-being is associated with better population health outcomes, such as longer life expectancy and lower mortality rates. 36 If living in a higher well-being population fosters healthier behaviors and physiological attributes, populations with higher well-being could require lower health care spending.
It may also be that higher well-being populations either create or result from positive environmental and social conditions that confer benefits that result in lower health care spending.
Higher well-being populations exhibit higher levels of positive psychosocial factors, such as trust, social support, social cohesion (defined as social ties among community members 37 ), and social The horizontal line in the middle of each box indicates the median, whereas the top and bottom borders mark 75th and 25th percentiles, respectively. The whiskers above and below each box indicate the 90th and 10th percentiles; the points beyond the whiskers indicate outliers beyond the 90th and 10th percentiles.
capital (defined as social networks, norms, and trust that support cooperation for mutual benefit 38 ), each of which is associated with better health outcomes in general and for older adults in particular. 13, [39] [40] [41] [42] [43] [44] [45] [46] [47] [48] [49] As such, with higher levels of these social assets, higher well-being populations could achieve better population health with less health care spending. Through direct effects on health status and indirect effects by which social support protects against the pathogenic influence of stress, social support encourages health. 50 For individuals with coronary heart disease, social support has been associated with lower risk of primary and secondary events, 51 lower mortality, 52 and better compliance with rehabilitation programs. 53 Social support has also been associated with better outcomes in other health conditions. [54] [55] [56] [57] Conversely, social isolation or nonsupportive social interaction has been associated with worse cardiovascular, endocrine, and immune system pathophysiology 58-60 as well as higher health care use and cost of care. 61 In addition, a population with higher social capital may be able to better leverage social support to maintain elderly people in the home or community setting than another population with lesser social capital and thus potentially greater reliance on the health care system. 38 The results of the present study could have several potential policy implications. Although the associations among well-being, its different domains, and health care spending are complex, and the mechanisms underlying the association are not yet identified, our findings suggest the possibility that certain population-level investments may not only increase well-being, a laudable goal itself, but also result in reduced health care spending. With nearly $1000 less in spending per Medicare FFS beneficiary in the highest well-being counties compared with the lowest well-being counties, a 10% difference in spending, the return on investment for programs and policies that improve well-being and lower health care spending is potentially substantial. Based on the well-being domain results, interventions that improve basic access for populations may yield substantial improvements in both overall well-being and health care spending. Currently in many nations, including the United States, efforts to improve population well-being are under way. [62] [63] [64] [65] [66] [67] Some interventions involve multisector, community-based programs, many government supported, while others include economic and social policy changes, such as those aimed at housing, employment, and access to public spaces. 13, 26, 68, 69 Given the association between population well-being and health care spending, examining how programs and policies influence not only well-being but also health care spending would be valuable and allow for increasing the scale and the spread of interventions that effectively increase wellbeing and reduce health care spending.
Although our study showed an association between population well-being and health care spending, many questions remain, including questions about what aspects of population well-being are most strongly associated with, and potentially driving, health care spending. The results of our domain analyses are exploratory but provide information about which aspects of well-being are most strongly associated with variation in spending. Following county-level basic access, healthy behaviors and emotional health were associated most strongly with lower Medicare spending. The physical health domain, which captures physical and mental well-being, was also associated with lower spending, although to a lesser extent, potentially as a result of controlling for certain physical health factors with the inclusion of the clinical risk adjuster. Collectively, these findings suggest the possibility that investments in well-being beyond those in physical and mental health alone may be valuable to well-being and health care spending, a possibility that warrants further study. In addition, the stratified analyses, showing that the inverse association between overall well-being and Medicare spending was stronger in higher income counties, suggest that population well-being may have a greater effect on its health care spending in settings that are not confronting the challenges of a lower-resource setting. It may be that factors responsible for Medicare spending other than population well-being are more influential than overall well-being in counties with lesser resources.
The domain analyses that showed a strong association between a county's basic access and its Medicare spending support this theory. Perhaps, for example, access-related factors are so dominant in lower-resource settings that the other domains, and therefore overall well-being, are not as strongly associated with spending in lower-resource settings. Together, these results suggest that different community characteristics-and different aspects of population well-being-may influence health care spending differently, depending on the context, including income and access to resources, within which the population lives. Because well-being is modifiable, these findings raise the possibility that interventions to improve population well-being could lead to lower health care spending.
Limitations
Our study has several limitations. First, as a cross-sectional study, it cannot demonstrate causation.
However, determining whether an association between population well-being and health care spending exists is an essential first step. A second, related limitation is the potential for endogeneity, particularly with physical health as a component of well-being. To address this, we included low-variation conditions to account for burden of chronic disease within each county. Moreover, our separate domain analyses confirmed that, although physical health and spending were associated, other components of well-being, especially basic access, emotional health, and healthy behaviors, were also strongly and inversely associated with spending. Third, the data for this study are from 2010, the most recent year with complete WBI and Medicare FFS spending data at the time we acquired data. Although the data were 8 years old at time of publication, the associations identified
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Association of a Population's Well-being With Health Care Spending for People 65 Years or Older are still highly relevant. Given the increasing interest in both well-being as a broader construct of health and innovative strategies to address spending on health care, the present study provides a valuable addition to the current literature. To our knowledge, there is no reason to believe that the association described here would have changed with time. Fourth, by limiting our health care spending data to the Medicare FFS population, we were unable to assess the association between population well-being and health care spending in other insured and uninsured populations. Given the results of a recent study that showed that Medicare payment was largely driven by use, whereas spending for the privately insured was driven largely by price variation, 15 it is plausible that the association between population well-being and health care spending differs between these 2 populations. Nonetheless, assessing the association between well-being and Medicare FFS spending, particularly given the considerable resources used within Medicare FFS, is valuable. Finally, the WBI sampling method is designed to be representative at state and congressional district levels but not at the county level.
Conclusions
In this national study, the overall well-being of a geographically defined population was inversely associated with its health care spending for people 65 years of age or older. Identifying this association between well-being and health care spending at the population level lays the foundation for further study to illuminate the mechanisms underlying the association and for subsequent study of interventions aimed at creating higher well-being and lower health care spending in the population.
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